of visuo-ocular disturbances: 1) Visual inattention which prevents the perception of several simultaneous events in the visual field at a time. This disturbance is usually called "simultanagnosia"; 2) Ocular apraxia, that is, an inability to fixate and follow an object with the eyes;56 3) Optic ataxia, that is, a limb ataxia which becomes evident in goal-directed movements performed under visual control but not in movements performed with closed eyes.56 Even though Hecaen7 and Luria6 suggested that the whole triad of Balint's syndrome could be explained in terms of a narrowing of visual attention, it seems that the different components of Balint's syndrome are independent from each other as minor forms of Balint's syndrome have been described in which certain elements of the syndrome are less pronounced,7 and all components have been described separately. 8 repeatedly walked into them, especially into glass doors. The patient was able to walk without aid but preferred to go along the walls to orient herself. She found her way around in the hospital but was unable to find her bedroom as she could not read the room number. Thus a plastic bag was attached to the door which she would search for. She could eat by herself but could not cut the food because she could not find it with the knife. She could pour coffee into a cup without spilling it but had to adjust the positions of the cup and the pot carefully with tactile control before pouring.
On neurological examination, there was a right homonymous hemianopia both in the upper and lower quadrant with preserved perception of movements of the whole hand of the examiner, but not offine movements such as the fingers. Her gaze seemed void in that her eyes moved around in search of eye contact with the examiner or when trying to fixate an object. Once she had fixed an object, her eye movements were full and she could smoothly follow it with her eyes. However, when trying to "catch" an object in her visual field with her eyes, the saccades were severely dysmetric to both sides (ocular apraxia). No other disturbances of cranial nerves were observed. There was a slight weakness of the right arm, both for proximal and distal muscles. Sensibility of the right arm and especially the right hand was diminished for all qualities, and she did not recognise objects put into her right hand. There was no upper limb ataxia on either side in the finger-to-nose trial with closed eyes. However, with visual control, she displayed severe ataxia of both arms when trying to point to an object with her index finger (optic ataxia). With both arms, this was more pronounced in the right hemispace. Muscular strength and sensibility of the legs were intact. Tendon reflexes were normal and symmetrical, and the plantar response was flexor on both sides.
On mental status examination this left handed woman was oriented for space and time. Language functions such as spontaneous speech, auditory comprehension, repetition, word list generation, comprehension of words spelled out to her, and naming of environmental sounds were intact. Oral calculations were correct. There was no ideomotor apraxia of the face or the arms and no finger agnosia. Verbal immediate and short term memory were intact. In a line cancellation test, she did not show hemispatial neglect, that is, she succeeded in marking all lines despite great difficulty in adjusting the position of the pencil to the lines. Her problems were primarily visual: she wrote with correct sequences of letters with both her right and left hand but had great difficulties in aligning the letters. If she briefly interrupted the writing she could not find the end of what she had written previously and therefore could not keep to one line. There was no prosopagnosia: the patient knew most of a series of famous people on photographs and recognised the examiner after several hours even though he was wearing different clothes from those during the examination and was neither moving nor speaking. Facial emotions on photographs were recognised. She could distinguish, match, and name colours, even though sometimes she misjudged their brightness.
Examples of the patient's visual gnosis performance are given in fig 1. She recognised drawings of single thin straight lines or a circle. However, if the drawing consisted of several lines that were crossed or if the lines were dashed (needing mental completion), she was totally incapable of identifying any form or of following it with a pencil.
The exceptions were single letters and numbers which were usually recognised if presented alone. But if two letters were shown at once, neither of them was recognised. The performance dramatically improved if the patient was allowed to observe the examiner writing. She could then read words of up to seven block letters and numbers up to three digits long. This enhancement of perception through observation was not possible for words written in script or for drawings ofabstract figures, such as a triangle or a cross, or for meaningful drawings, such as a head, face, flower or tree.
A CT scan revealed a hypodensity in the parieto-occipital region on the left side without contrast enhancement. In the right hemisphere, there were small non-enhancing lesions in the frontal and occipital lobe. An MRI showed extensive lesions, which involved mainly the white matter, in the occipital lobes with extension into the temporal and parietal lobe on the left side and into the temporal lobe on the right side (fig 2) . Furthermore, a small subcortical lesion was seen in the area of the Rolandic fissure on the left side.
The lumbar tap yielded a slight pleocytosis with 12 cells per mm3, mainly lymphocytes, while the protein content was normal. Serologic and microbial studies were negative for cytomegalovirus, toxoplasmosis, cryptococcosis, and mycobacteria.
The patient continued to receive zidovudine. On a follow up examination two months later, her visual perception had significantly Form discrimination by our patient improved with the aid of motion not only in daily life but also in the test situation when asked to read. While she was otherwise only able to recognise single letters or numbers, she could read whole words and 3-digit numbers if she was allowed to observe the examiner writing. It is possible that additional kinesthetic information obtained from ocular movements by observing the examiner's hand might contribute to her perception. This kind ofcompensation for impaired visual recognition was described by Goldstein and Gelb20 and by Landis et al2' in patients who "traced" the visually seen contours by hand or head movements and thus became able to "read" a text. In our patient, however, this explanation (that is, recognition through kinesthetic mediation), cannot account for the relative modality specificity of the ensuing improvement. This was limited to the perception of words and numbers, while the perception of abstract drawings such as a cross or a triangle, or of meaningful drawings such as a head, face, or tree, was unaffected. It is known that visual attention in normal subjects can be attracted by motion. 22 The observation of the examiner writing may have attracted our patient's visual attention, thus resolving an otherwise incomprehensible array of visual components that could only be read in isolation if there was no movement. The fact that this compensation was possible only for block writing but not for script lends further support to this explanation. Such an interpretation implies that the visual disturbance in Balint's syndrome is due to a disorder of the spatial distribution of visual attention, as suggested by H&aen7 and Luria.6 
